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CC BIntroduction: Aortoduodenal syndrome is exceedingly rare and characterized by duodenal obstruction from a
large abdominal aortic aneurysm. Traditionally, treatment is by open aneurysm repair, aneurysmorraphy, and
duodenal release. This approach carries a signiﬁcant mortality. Endovascular aneurysm repair has not been used
before in this condition as it was felt that the duodenal obstruction would still require surgical decompression.
Report: We report two patients with aortoduodenal syndrome successfully treated by endovascular stent graft
alone.
Discussion: The pathophysiology of this syndrome is reviewed and a new hypothesis of a dynamic element in
aortoduodenal syndrome presented.
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Aortoduodenal syndrome is a rare condition deﬁned as
obstruction of the third part of the duodenum caused by a
large abdominal aortic aneurysm (AAA). Classically, patients
present with abdominal pain, vomiting, weight loss,
malnutrition, and a palpable AAA. Management consists of
correction of the nutritional status and surgical relief of the
obstruction. Historically, this has involved gastrointestinal
bypass alone, although current standard treatment consists
of open aneurysm repair and duodenal release. We present
two cases successfully treated by endovascular aneurysm
repair (EVAR) alone and a review of the relevant literature.
CASE REPORT
Two male septuagenarians presented to our unit over a
space of 24 months. Both presented severely malnourished
with symptomatic gastric outlet obstruction and a large,
tender AAA, 7.9 cm and 8.9 cm respectively (Fig. 1).
Both had severe, exercise limiting chronic obstructive
pulmonary disease, chronic renal failure, and angina, mak-
ing an immediate open repair for their tender, and so
potentially symptomatic, AAAs very high risk. We discussed
both patients in our cardiovascular multidisciplinary team,
planning a staged approach, which consisted of an EVAR
followed by a duodenal release or enteric bypass if neces-
sary. Both had suitable aortic anatomy. The second patientof original article: http://dx.doi.org/10.1016/j.ejvs.2013.12.001
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as an iliac aneurysm.
Both were resuscitated with intravenous ﬂuids, under-
went gastro-duodenal tube decompression, and were
treated with a bifurcated Cook Zenith Flex stent graft. In the
second case this was extended into the right external iliac
artery. A naso-jejunal feeding tube was left in place for
feeding; however, by day 4 neither patient experienced any
more vomiting and were commenced on oral ﬂuids. The ﬁrst
patient was tolerating diet by day 10 and the second took
21 days to tolerate solid food. Complete resolution of the
duodenal obstruction on Gastrograﬁn follow-through was
demonstrated at 15 and 35 days respectively (Fig. 2). Follow
up computed tomography (CT) at 35 and 14 days showed
exclusion of the aneurysm and no endoleak. Sack size
remained unchanged.
The ﬁrst patient’s follow up CT showed a sack reduction
to 6.2 cm and the second to 7.2 cm at 8 and 7 months,
respectively, with no duodenal obstruction. The ﬁrst patient
died at 9 months from an unrelated pneumonia; the second
is asymptomatic at 24 months.DISCUSSION
Aortoduodenal syndrome is a very rare entity ﬁrst described
by Osler in 1905.1 A recent review has indicated that, up to
2009, a 33 further cases have been reported in the
literature.2
Despite the increasing numbers of reported cases, the
precise pathogenesis of aortoduodenal syndrome remains
elusive. Coster et al.3 postulated that, for an AAA to
obstruct the duodenal lumen, the posterior wall of the
duodenum must become adherent to the lateral or anterior
wall of the aneurysm, thus leading to displacement and
Figure 1. Computed tomography showing abdominal aortic aneu-
rysm and duodenal obstruction.
Figure 2. Postoperative barium study showing endovascular stent
and resolution of duodenal obstruction.
e18 B. Green et al.foreshortening of the posterior wall, which closes the lumen
as the aneurysm expands.3
Placement of an endovascular stent can result in an im-
mediate reduction in sac pressure and therefore wall ten-
sion. Sonesson et al.4 demonstrated that EVAR results in a
signiﬁcant reduction in sac pressure 1 and 6 hours after the
procedure.4 This reduction in wall tension may reduce the
resistance to the peristalsis of the duodenum.
We propose that this may contribute to this approach
being effective without the aneurysms having changed
in size at the time of resolution of the duodenal
obstruction.
Aortoduodenal syndrome is a rare and poorly understood
condition. Our cases provide some evidence that aorto-
duodenal syndrome may be treatable by EVAR. Typically,
these high-risk patients are malnourished on presentation
and unwell, and may beneﬁt from this less invasive
approach. A registry may help to provide further evidence
for this approach in treating this exceedingly rare condition.FUNDING
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